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{L 000} INITIAL COMMENTS {L 000}

 This was a follow up federal and state hospice 

recertification and relicensure survey.  

Survey dates:  September 28 and September 30, 

2016

Facility Number:  007409

Medicaid Number:  200990000A

Clinical Records Reviewed:  6

Census:  217

Premier Hospice and Palliative Care was found to 

be in compliance with Conditions of Participation 

481:54 Initial and comprehensive assessment of 

the patient, Condition of Participation 418.56: 

Interdisciplinary Group, Care Planning, and 

Coordination of Services,  Condition of 

Participation 418.58:  Quality Assessment and 

Performance Improvement (QAPI) and Condition 

of Participation 418.64:  Core Services.
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